An accurate prevalence rate for gout has proven difficult to obtain from population samples, partly because of the low frequency of the condition but also because of the imprecision resulting from dependence on evidence obtained from medical histories. The frequent occurrence of hyperuricaemia also complicates the problem by contributing to faulty diagnoses in the presence of joint pain from other causes. In fact, recent recommendations for standardization of the diagnosis of gout have suggested that further progress in our understanding of the epidemiology of gout might not be made without additional reports showing its prevalence determined by diagnoses made independently of the serum uric acid level (New York, 1968) .
A study of the adult population of Sudbury, Massachusetts, was initiated in 1964. The information concerning the prevalence of gout obtained during the initial survey is the subject of this report. The effect of two recommended criteria used to define gout on the outcome of the study is also analysed (Rome, 1963; New York, 1968) .
Material and methods

SUBJECTS
The town of Sudbury was chosen as a suitable site for an epidemiological survey on the basis of its size, the relative stability of its population, the cohesive strength provided by its civic organizations, and our prior favorable assessment ofthe support that might be provided by townspeople and physicians in the area. This town was immortalized by Longfellow's 'Tales of a Wayside Inn' and, more recently, has been historically documented by Powell's PulitzerPrize-winning 'Puritan Village'. The town's 1964 census listed 6,071 legal residents who were 15 years of age and over on January 1, 1964. Residents objecting for religious reasons and non-residents who maintained a technical legal residence in the town were excluded from all study tabulations. Medical questionnaires were mailed to the remaining 5,976 defined residents. These forms were filled out at home, returned, and reviewed by the physician at the time of the examination. Towards the end of the study, house-bound persons were visited by a nurse and a physician.
METHODS
Participants were examined in the afternoon or evening by a physician and their sample of whole blood was allowed to clot for 30 minutes before refrigeration. Serum was carefully separated the next morning for uric acid assay. Uric acid levels in Sudbury were determined by an automated colorimetric procedure (AutoAnalyzer n-method) (O'Sullivan, Francis, and Kantor, 1965) . The standard deviation (S.D.) of the differences for duplicate determinations by this method was determined to be 0 07 mg. per 100 ml. Samples of a serum control pool, introduced intermittently throughout the study under various false names, gave a mean and S.D. of 5 24 ± 0-13 mg. per 100 ml. A close agreement of results was obtained when a 5 per cent. random subsample of the specimens was also analysed by the uricase method, with the AutoAnalyzer showing a mean and standard deviation of the distribution of 4-93 ± 1-29 mg./100 ml. for 169 individuals, and the Uricase method showing 4-77 ± 1 26 mg./100 ml. for the same samples. All patients with serum uric acid levels above the populations 95th percentile had blood smears which showed no evidence of myeloproliferative conditions (O'Sullivan, 1966) .
DIAGNOSIS
The diagnosis of gout was based alternately on the recommendations to two international symposia, held in Rome (1963) (Hench, 1935 )-without acknowledging the unresolved problem in determining the prevalence of other specific arthritides (Cathcart and O'Sullivan, 1970) and the even greater one of identifying all cases of arthritis. The study reported here, on the other hand, is based on a total pre-enumerated community, 77 per cent. of whom responded, and included attempts to assess the incidence of gout among the non-respondents. The findings support the rarity of classical gout, giving a prevalence rate ofthree to four cases per thousand. These findings are compatible with the low frequency documented in samples of the populations of Wensleydale and Leigh (Popert and Hewitt, 1962) and are not at variance with a study performed in conjunction with the Framingham Heart Study that showed thirteen patients with gout initially-a rate of two cases per 1,000 of the population (Hall, Barry, Dawber, and McNamara, 1967) . Although showing a low prevalence rate, the Sudbury results were not considered overstated on the basis of secondary gout, particularly in view of the absence of evidence of myeloproliferative diseases as judged by blood smears obtained from the hyperuricaemic participants. Similarly, pseudogout was discounted, since nineteen of the 22 accepted cases of gout gave a history ofpodagra and fifteen responded to colchicine, both events being unlikely in chondrocalcinosis. A remarkable finding is that in approximately twothirds of the patients who stated that a doctor told them they had gout, the diagnosis could not be substantiated by history, data, or verification of records by hospital or personal physician. It appears likely that a casual reference to the condition during preliminary differential diagnosis provided an easy explanation for the patient with an otherwise nonspecific arthralgia or arthritis.
The prevalence of gout increases with age. The absence of cases among both the young and the old simply reflects the comparatively lower prevalence of the condition of these age groups. Otherwise, the age-dependence observed is in marked contrast to the absence of any clear age-trend in male uric acid levels between 25 and 74 years-the lower levels outside these age groups being consistent with the findings in other studies (Dodge and Mikkelsen, group.bmj.com on April 16, 2017 -Published by http://ard.bmj.com/ Downloaded from 1970). Although the genetic background of hyperuricaemia and gout is as yet unresolved, the contrasting prevalences of uric acid levels and gout with age show no indication of an increasing population susceptibility to gout. This conclusion assumes that an upward shift in uric acid levels is predictive of gout. In these circumstances, any sizable increase in preclinical gout in the population might be expected to cause an increase in serum uric acid levels with age. This was not found, and mean and median uric acid levels showed no evidence of increasing skewness with age.
The reported prevalence rate for gout in Sudbury is a maximal figure. The lower figures that would have been obtained had this report been based on either the Rome or the New York criteria rather than on both combined can be calculated from Table III . The study does serve to emphasize many ofthe reasons why the criteria are still inadequate, at least for epidemiological use. Patients experiencing classical episodic attacks in the big toe can be excluded by the Rome criteria if the intermittent gout is not accompanied by hyperuricaemia, or if the initial uric acid level can not be located for documentation. Furthermore, the use of uricosuric agents after the initial attack may hinder the documentation of hyperuriccaemia, as was seen in two of the cases reported here who met the New York but not the Rome criteria. The advantage of the New York criteria in this regard, on the other hand, is offset by the lack of uniformity with which a diagnostic colchicine test is performed. The high prevalence of hyperuricaemia, as defined at the Rome symposium, clearly demonstrates the possibilities of misclassification in persons with forms of arthritis other than gout. Therefore, until these practical diagnostic problems areresolved, it appears likely that our ability to define the full spectrum of the clinical variants of gout with any degree of certainty will be a continuing problem.
Summary
(1) The prevalence of gout in the town of Sudbury was found to be 3-7 cases per thousand with a 7:1 male to female ratio. Additional patients, exceeding slightly the number with verified gout reported a history of gout but failed to meet the criteria, and evidence for an alternative diagnosis was found in most of them. (2) 
